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Brief summary – leading article 
This article draws on international evidence to propose a solution to a key problem affecting UK 
paediatricians and child protection. Disciplinary actions brought by the General Medical Council 
against doctors for their testimony in, and or reporting of, cases of suspected child abuse, have 
caused damaging consequences for the profession and, worse, for child protection. Because of these 
cases and mounting numbers of complaints, paediatricians are less likely to report suspected child 
abuse, and are less willing to accept leading child protection roles. This problem demands a 
solution. Informed by a comparative analysis, this article suggests that enacting a legislative 
immunity for paediatricians from legal and administrative proceedings where a report of suspected 
child abuse is made in good faith, is required to restore paediatricians’ willingness to report 
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A Way To Restore British Paediatricians’ Engagement With Child Protection 
 
B Mathews,1 H Payne,2 C Bonnet,3 D Chadwick4 
 
Disciplinary actions brought by the United Kingdom General Medical Council against doctors 
including eminent paediatricians Sir Roy Meadow and David Southall have been monitored by 
concerned practitioners and scholars worldwide. In 2004 and 2005, the GMC made findings of 
serious professional misconduct against four doctors for their testimony in, and or reporting of, 
cases of suspected child abuse, despite the doctors’ actions being in good faith.1 This appears to 
have caused damaging consequences for the paediatric profession and, worse, for child protection. 
Evidence suggests that because of these high profile cases and mounting numbers of complaints, 
paediatricians are less likely to report suspected child abuse, and to accept child protection roles.2 3 
Anticipated by international experts in 2006,1 this “chilling” of doctors’ willingness to report 
suspected child abuse and to work in key child protection jobs is hence well underway. Since the 
dangers of complaints and discipline remain, this adverse impact on child protection is likely to be 
unaffected by the finding against Meadow being overturned,4 and Southall’s fitness to practise 
eventually being restored by the GMC on 21 September 2008 (a separate erasure appeal is still 
ongoing).5 These consequences might flow to the general medical and nursing professions, and to 
fields like teaching, but even if they remain confined to paediatricians the problem demands a 
solution. Drawing on international evidence, this article suggests how the chill can be thawed and 
child protection restored as a safe part of paediatricians’ work. 
 
THE RECENT HISTORY 
A national study in 2003-2004 by the Royal College of Paediatrics and Child Health produced 
disturbing results.2 All 6072 members of the RCPCH were surveyed and there was a 78.7% return 
rate. Paediatricians involved in child protection work from 1995 to 2003 reported a five-fold 
increase in complaints about their actions regarding child protection; 29% of doctors subjected to 
these complaints were less willing to become involved in child protection work because of this; 
16% of complaints were publicised in the media; and nationally, around a third of leading child 
protection roles were unfilled. A follow-up study with 72 paediatricians subjected to complaints 
found they were acutely aware of the possibility of a complaint being made against them, especially 
when they reported suspected child abuse.3 Other problems identified were lack of child protection 
training and lack of professional support. Another study of 54 paediatric trainees showed 62% were 
unwilling to be involved in child protection cases, and only 6% were inclined to accept a key child 
protection role.6 
These findings indicate a systemic vulnerability in a central part of the UK child protection 
apparatus. Efforts to remedy this situation have been made by the GMC and government 
departments. Current GMC guidance declares a doctor’s first concern must be the safety of the 
child; a report must be made of any reasonable concern that a child is at risk of abuse; and a doctor 
will justifiably raise such a concern even if eventually shown groundless, if done honestly and 
based on reasonable belief.7 
In 2007, the Departments for Children, Schools and Families, and Health, released a statement 
of advice supporting paediatricians in England and Wales and clarifying the legal position when 
parents complain.8 An accompanying letter recognised concerns about parents’ complaints but 
urged that this “should not deter anyone from reporting suspected cases of child abuse provided 
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they have acted in good faith.”9 The advice declared that a paediatrician’s first duty is to the child, 
whose well being is paramount. A recent House of Lords decision10 was cited to confirm that, 
throughout the UK, where a paediatrician suspects child abuse: 
1. the paediatrician owes a legal duty of care to the child; 
2. there is no competing duty owed to the child’s parents, so if a report of suspected abuse is 
unproven the parents cannot sue in negligence; 
3. the proper protection for a parent is that the paediatrician’s investigations be conducted in 
good faith. 
 
Practical problems and perceptions 
Despite this attempted reassurance, the problems affecting paediatricians working in child 
protection remain. The government states that professionals should not feel inhibited in reporting 
their concerns and that no liability for defamation exists without malice. Yet, paediatricians 
working in child protection remain vulnerable to anxiety and stress caused by parental complaints, 
pressure by lobby groups, adverse media exposure, fear of GMC disciplinary consequences, and 
increased workload from others’ retreat from involvement. This raises many concerns, the most 
prominent being that failure to report suspected abuse exposes children to further harm and in some 
cases death. As well, as seen in the USA,11 Australia12 and Canada,13 failure to report suspected 
abuse may expose paediatricians and their employers to liability in negligence. 
The persistent structural problem is an absence, in both legislative and regulatory domains, of 
effective protection for those reporting abuse. Reporters of suspected abuse are commonly 
described by the parents as “accusing them of harming their child”. However, regulatory bodies like 
the GMC must grasp the difference between a paediatrician suggesting that abuse may have 
occurred, and an accusation that a particular individual abused the child. Complaining that a doctor 
reported suspected abuse is akin to complaining that a doctor reported suspected leukaemia. Both 
may need further assessment to determine the nature of the child’s condition and its optimal 
management. Deterrents to reporting and to child protection work as a whole will remain while 
three features of the current context remain dominant: the capacity for individual complaints is 
imbalanced; management of complaints fails to see concerns about child abuse as appropriate 
medically-modelled differential diagnoses, and fails to judge them fairly14; and there is not a 
broader culture of child protection which encourages responsible reports of suspected child abuse, 
and which protects those whose job involves child protection.  
Actions contributing to solutions have been offered, including developing an evidence-based 
programme of training and better support for paediatricians, and increasing public understanding of 
paediatricians’ role in child protection3; and reviewing GMC complaints procedures and changing 
GMC responses.15 These developments are welcome but will not be sufficient because the 
underlying problems noted above would remain intact. 
The incidence of complaints and disciplinary proceedings indicates that paediatricians reporting 
child abuse are not adequately protected. Connected with this, a legal analysis reveals that 
legislation, whether enacted by the UK Parliament or by those of Scotland, Northern Ireland or 
Wales, does not confer protection from such proceedings for paediatricans who make reports. This 
absence is the clearest difference between the UK and nations like Canada, Australia and the USA, 
where paediatricians reporting abuse have not endured the experience of their UK counterparts. 
This difference offers insight into a solution. 
 
A NECESSARY PART OF THE SOLUTION: LEGISLATIVE PROTECTION 
 
Legislative immunity 
The solution must involve enacting legislative immunity from legal and administrative proceedings, 
where a report is made in good faith of suspected child abuse or neglect encountered in the course 
of the reporter’s work. This immunity is a key feature of “mandatory reporting laws” in many 
jurisdictions, which will be discussed shortly. Whether duties to report abuse are also legislatively 
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enacted is a less urgent question, as the current policy-based duty amounts to a different type of 
“mandatory” duty to report. However, the question of whether the duty should be enshrined in 
legislation might be explored by interested parties as this may enhance reporting and help produce 
cultural change. 
Regardless of the placement of the reporting duty, it is essential to enact a legislative immunity 
for reporters. This could most easily be achieved by the UK Parliament enacting such a provision, 
with its application extending throughout the UK. This has been done partially in Ireland.16  France 
also took such action, responding to criticisms of disciplinary sanctions imposed on French child 
psychiatrists after they reported child abuse. These disciplinary proceedings were brought to the 
attention of Juan Miguel Petit, the UN Special Rapporteur on the sale of children, child 
pornography and child sexual exploitation. Petit’s report recommended that the French Medical 
Board “must urgently review its procedures in order to support rather than condemn doctors who 
report their suspicions of child abuse.”17 Medical practitioners lobbied the French parliament17 and 
the law was changed on 2 January 2004 to prevent disciplinary sanctions for good faith reports. 
However, the key provision, Penal Code art 226-14, still only provides limited protection as 
reporters are not protected from legal proceedings like calumnious denunciation. Accordingly, in 
2005 Hina Jilani, UN Special Representative of the Secretary-General, stated “this legislation and 
the way it is implemented may not go far enough in effectively shielding physicians against abusive 
complaints.” Her report stated that she “remains concerned about the fairness of disciplinary 
proceedings” and she declared that physicians play a vital role in protecting children against the 
most serious violations of their rights and that they have to be protected in this role as human rights 
defenders.18 Yet, the situation in France has not changed since 2004 and remains highly 
problematic.19 While contemplated previously in the UK,15 elaboration on a proposed legislative 
solution is warranted because it has not been robustly advanced, and confusion remains about the 
nature and consequences of mandatory reporting laws. 
 
Benefits to paediatricians and children 
Three benefits to reporters of a full legislative immunity are that for reports made in good faith: 
1. reporters are immune from any legal or administrative liability; 
2. reporters cannot be held to have breached any code of professional ethics or conduct; 
3. reporters’ identities are protected, so parents often could not know who had made the report. 
These safeguards protect reporters and promote child protection. Without them, the already 
challenging task of reporting is made even more difficult, and failure to report is prone to rise. 
Where the laws exist, there are no known cases of misconduct proceedings arising from a report 
made in good faith and others have noted the superior position of American paediatricians in this 
respect20; although there have been instances of parents commencing fruitless civil proceedings.21-25 
 
NATURE OF MANDATORY REPORTING LAWS 
Many governments, including a number of European nations and each state and province in the 
USA, Canada and Australia, have enacted mandatory reporting laws to facilitate early discovery of 
cases of child abuse and neglect. Contrary to popular belief, the laws do not require reports of all 
suspected abuse, but only of specified types, and only cases of a certain degree of severity.26 The 
legislation defines who must report; what knowledge a reporter must have before the reporting duty 
is activated (usually requiring a “reasonable” suspicion or belief of abuse); the types of abuse and 
neglect that must be reported; the extent of harm that requires a report; and whether the duty applies 
only to existing abuse, or also to abuse thought likely in future. 
This legislation is a public health measure, recognising that child abuse causes significant 
individual and societal cost, and occurs mostly in private and is generally undisclosed, thus 
requiring assistance in its detection. The aim is to protect children from serious harm, facilitate 
assistance to parents, and reduce cost to children and society. The goal is not to require reports of 
trivial incidents, nor to punish parents. Some jurisdictions like the UK advance these goals through 
policy-based reporting obligations. Others enshrine reporting duties in legislation, declaring to the 
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community the weight of the State’s commitment, aspiring to create a culture of child protection, 
and adding legal force to provisions including those regarding immunity. At least 49 nations now 
have mandatory reporting legislation or policy.27  
 
Key differences 
Three major areas of difference exist.26 First, there are differences concerning who must report: 
usually, the laws apply to members of selected occupations regularly in contact with children, such 
as those in education and health systems. However, some jurisdictions require all citizens to make 
reports. Second, the laws differ in which types of abuse must be reported: many jurisdictions 
require reports of physical abuse, sexual abuse, psychological or emotional abuse, and neglect. 
Other jurisdictions have a narrower approach; for example, only requiring reports of physical and 
sexual abuse. Third, there are differences in the severity of cases of abuse which must be reported. 
Some jurisdictions require reports of all instances of a type of abuse, but others only require reports 
of suspected abuse thought to involve “serious” or “significant” harm, or involving any of a list of 
specific injuries. 
 
Advantages and disadvantages 
It is broadly recognised that the laws have advanced child protection. Without them, most reports 
now received would not be made.28 Enhanced reporting in the USA has reduced annual child deaths 
from 3000–5000 to about 1100.29 Statistical evidence strongly suggests that jurisdictions with 
mandatory reporting discover more cases of abuse than those without.30 Recent data tends to 
confirm this. In England in the year to 31 March 2008, 538,500 child protection referrals were made 
and 34,000 children became the subject of a child protection plan.31 On 2007 population figures32 
this is a rate of substantiated cases of 3 children per thousand. In contrast, rates are much higher in 
Australia,33 the USA34 and Canada.35 
 
 
Box 1  Rates per thousand children in substantiated 
cases of abuse and neglect 
 














Substantiation rates are not the only good indicator of successful case disclosure. Definitions of 
abuse may differ, and some jurisdictions may more often deal with referrals by referring the family 
to helping agencies than by investigating to substantiate the case. Nevertheless, substantiation rates 
do reflect the proportion of cases deemed by a society to involve serious maltreatment. Among 
societies with similar child welfare standards, substantiation rates therefore provide a measure of 
the functioning of the child protection system. This raises the question whether, and to what extent, 
the lack of reporting laws in England contributes to its lower substantiation rate. It also raises the 
question whether attitudes among UK paediatricians, and possibly other professionals, are 
producing greater failure to report than occurs in their overseas counterparts. These questions may 
interest the RCPCH and the UK government. 
Mandatory reporting does appear to produce more unsubstantiated reports. Some claim the 
increase in investigations of nonabusive parents is unacceptable.29 Others counter that good 
screening can minimise this, and that remaining investigations are a tolerable price to pay for child 
protection.36 Increased numbers of reports adds strain on child protection agencies and services, and 
critics argue wastage caused by “needless” reports diverts resources from children already known to 
be in need.37 Advocates of reporting respond that: governments should adequately fund child 
protection agencies and service providers30; it is unsound to argue against the laws based on 
unsubstantiated reports because many do involve abuse but cannot  be proved, and many are prime 
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candidates for early intervention and do receive helpful services38; and ongoing work can improve 
reporting by refining the laws and ensuring reporters are trained to report effectively.30 37 
 
SUMMARY 
Restoring paediatricians’ confidence in their role as reporters of suspected child abuse and as 
leaders in child protection roles is a precondition for a functional child protection system. The 
current system is demonstrably inadequate. Legislative provision of immunity from legal and 
administrative proceedings for reports made in good faith is an essential measure for creating the 
conditions under which such confidence can be restored. 
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